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ABSTRACT

ARTICLE HISTORY

Background: National strategies from North America call for substantive improvements in entrylevel pain management education to help reduce the burden of chronic pain. Past work has
generated a valuable set of interprofessional pain management competencies to guide the educa
tion of future health professionals. However, there has been very limited work that has explored the
development of such competencies for individual professions in different regions. Developing
profession-specific competencies tailored to the local context is a necessary first step to integrate
them within local regulatory systems. Our group is working toward this goal within the context of
entry-level physiotherapy (PT) programs across Canada.
Aims: This study aimed to create a consensus-based competency profile for pain management,
specific to the Canadian PT context.
Methods: A modified Delphi design was used to achieve consensus across Canadian universitybased and clinical pain educators.
Results: Representatives from 14 entry-level PT programs (93% of Canadian programs) and six
clinical educators were recruited. After two rounds, a total of 15 competencies reached the
predetermined endorsement threshold (75%). Most participants (85%) reported being “very satis
fied” with the process.
Conclusions: This process achieved consensus on a novel pain management competency profile
specific to the Canadian PT context. The resulting profile delineates the necessary abilities required
by physiotherapists to manage pain upon entry to practice. Participants were very satisfied with the
process. This study also contributes to the emerging literature on integrated research in pain
management by profiling research methodology that can be used to inform related work in
other health professions and regions.
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RÉSUMÉ

Contexte: Contexte: Les stratégies nationales nord-américaines préconisent des améliorations sensibles
à la formation de base en matiére de prise en charge de la douleur afin de contribuer à la réduction du
fardeau de la douleur chronique. Des travaux antérieurs ont généré un ensemble de compétences
interprofessionnelles utile en matiére de prise en charge de la douleur afin de guider la formation des
futurs professionnels de la santé. Cependant, trés peu de travaux ont porté sur l'acquisition de telles
compétences pour des professions individuelles dans différentes régions. L’uisition de compétences
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spécifiques à une profession adaptées au contexte local est une première étape nécessaire pour leur
intégration dans les systèmes réglementaires locaux. Notre groupe travaille à cet objectif dans le cadre de
programmes de formation de base en physiothèrapie partout au Canada.
Objectifs: Cette étude visait à créer un profil de compétences consensuel pour la prise en charge de
la douleur, propre au contexte canadien de la physiothérapie.
Méthodes: Un devis Delphi modifié a étè utilisé pour parvenir à un consensus parmi des formateurs en
milieu universitaire et clinique en matière de douleur en milieu universitaire et clinique.
Résultats: Des représentants de 14 programmes de formation de base en physiothérapie (93 % des
programmes canadiens) et de six formateurs en milieu clinique ont été recrutés. Après deux tours, 15
compétences ont atteint le seuil d’approbation prédéterminé (75 %). La plupart des participants (85
%) ont déclaré être « très satisfaits »du processus.
Conclusions: Ce processus a permis de dégager un consensus sur un nouveau profil de
compétences en matiére de prise en charge de la douleur propre au contexte canadien de la
physiothérapie. Ce profil délimite les habiletés requises des physiothérapeutes pour prendre en
charge la douleur en début de pratique. Les participants ont été très satisfaits du processus. Cette
étude contribue également à la littérature émergente sur la recherche intégrée en matière de prise
en charge de la douleur en définissant une méthodologie de recherche qui peut être utilisée pour
éclairer des travaux similaires dans d’autres professions de la santé et dans d’autres régions.

Introduction
Chronic pain is a major health care issue associated with
significant burden in terms of personal suffering and low
quality of life for millions of North Americans.1,2 The lack
of comprehensive pain management education across
entry-level health care programs has been recognized as
a major barrier to alleviating the burden of chronic pain.2
Previous work has shown that there are widespread discre
pancies in how health care providers are trained to manage
pain, both within and across health care professions.3–5
These inconsistencies likely contribute to health care pro
viders feeling ill-prepared in caring for their patients suffer
ing from pain,6–8 as well as people living with pain feeling
misunderstood by their health care providers.8–11
National strategies from the United States and Canada
emphasize the central importance of entry-level education
to address the identified inconsistencies in pain manage
ment education.1,2 These national strategies call for the
development of pain management competencies to guide
the education of future health care professionals.1,2 The
integration of key stakeholders in this process, such as
people living with pain, health care students, and pain
management educators, is essential to develop tailored
tools that are relevant to the people who will be using
them.12–15 To date, there has been limited work on entrylevel health care education about pain management that
focuses on developing resources tailored to specific contexts
(e.g., across different regions and/or professions) and that
uses robust participatory research methods. For example,
seminal work from Fishman and colleagues16 generated
a valuable set of interprofessional pain management com
petencies; however, research is yet to explore the develop
ment of corresponding competencies for individual health
care professions and include end users (e.g., people living

with pain, educators, or students) in the creation process.
Past work has highlighted the need for profession-specific
competencies to match the unique attributes of each
profession,17,18 as well as the importance of including sta
keholders in the research process to increase relevance of
the output and facilitate its uptake by end users.13 In
Canada, many health care professions are governed at the
provincial level, with their own regulatory systems and
priorities. Developing profession-specific competencies
that are tailored to the local context is a necessary first
step in further integrating pain management competencies
within local regulatory systems.
Our group has recently started working toward
the goal of establishing nationally accepted compe
tencies for pain assessment and management within
the context of entry-level physiotherapy (PT) pro
grams across Canada.18,19 Physiotherapists (PTs)
play an essential role in in the management of
pain, through the use of biopsychosocial interven
tions to increase patient knowledge and selfmanagement skills, to reduce pain and disability,
as well as to empower individuals to manage and
live well with pain.20,21 Work from our group has
clearly highlighted the need for tailored competen
cies to guide the improvement of entry-level pain
education for PTs across Canada.18 The current lack
of a national pain competency profile for PTs likely
contributes to the major discrepancies observed in
how pain management competencies are integrated
across Canadian PT education programs.19
The primary aim of this study was to achieve con
sensus across stakeholders on a new competency profile
for pain management education, specific to the entrylevel Canadian PT context.
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Methods
Design
A modified Delphi design was used to achieve consensus
across relevant stakeholders on a competency profile for
pain management education in Canadian PT programs.
The modified Delphi is an iterative process that uses
a systematic progression of repeated rounds of voting to
achieve agreement.22–24 This approach strategically uses
existing literature, perspectives of stakeholders and the
judgment of experts within a field to reach consensus.22,25
Ethics approval for this study was granted by the McGill
University Institutional Review Board.
Scope of the Competency Profile and Conceptual
Framework
Throughout the generation and the consensus-building
process, the scope of the profile was anchored by the
definition of a competency as “an observable ability of
a health professional, integrating multiple components
such as knowledge, skills, and attitudes.”26(p641) This
profile aimed to offer a profile of PT-specific core com
petencies that delineate the necessary abilities required
to manage pain upon entry to practice.18 In addition to
distinct competencies, key concepts (e.g., therapeutic
alliance) were defined and included in the profile to
facilitate their interpretation and application. The fram
ing of these distinct competencies was explicitly
intended to align with the highest level of Miller’s fourlevel pyramid of competency assessment (i.e., does).
Miller’s pyramid is a framework for teaching and asses
sing clinical reasoning or competencies among health
profession learners.27,28 It provides a four-level, hier
archical depiction of competencies and their assessment,
moving from the lowest level of knows (acquisition of
knowledge), to knows how (application of knowledge),
to shows how (demonstration of competency), and,
finally, to the highest level of does (performing the com
petency within a clinical setting).28 The does level
requires adequate mastery of the three lower levels
(i.e., knows, knows how, and shows), making it an attrac
tive level of competency for this profile.27 Though all
levels of the pyramid are important, we assumed that the
lower levels can be subsequently detailed within more
granular educational profiles or curriculum guidelines to
facilitate curriculum development, once there is consen
sus on these higher-level competencies.
Creation of a Steering Group
The steering group supervised the entire Delphi process.
This group was formed by integrating members of different
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stakeholder groups, which included two people living with
pain (LC, LS), one recent PT graduate (NM), and six uni
versity-based pain educators from Canadian institutions
(AH, DW, GB, JM, TW, YTL). In addition, two methodo
logical experts (AB, AT) provided input on the Delphi and
implementation processes of this study. Individuals were
invited to join the steering group based on their relevant
knowledge, expertise, and past engagement. All members of
the steering group had equal involvement in the planning
and decision making related to all aspects of this project.
Delphi Participants
Throughout this article, we used the term Delphi parti
cipants to refer to people who voted in the Delphi, which
includes both university-based pain educators and clin
ical pain educators. Aligned with existing methodologi
cal recommendations, Delphi participants were
recruited purposively.29
Each of the 15 university PT programs in Canada has
designated one or two representatives who lead the entrylevel pain education at their local program; this national
network of university-based pain educators is named the
Pain Education in Physiotherapy Curriculum Initiative
(PEPCI). Building on previous work,18 we invited PEPCI
members to participate in the study via e-mail. PEPCI
members from the same university were asked to consult
one another in order to submit one vote per institution.
Clinical educators were also recruited to acknowledge
the role that clinical placements play in shaping pain man
agement skills for PT students. A recruitment e-mail was
circulated to members of the Canadian Physiotherapy
Association Pain Science Division, recent graduates from
McGill University (Montreal, Quebec), University of
Alberta (Edmonton, Alberta), and Université de
Sherbrooke (Sherbrooke, Quebec) certificate in chronic
pain management programs, as well as clinical specialists
in pain from the Canadian Physiotherapy Association.
Clinical educators were eligible if they had a minimum of
five years of clinical practice experience focused on pain
management as well as completing one of the following: (1)
a postlicensure certificate program in pain management
offered by a Canadian university or equivalent continuing
education training in pain management and/or (2) certified
as a pain science clinical specialist by the Physiotherapy
Specialty Certification Board of Canada. In addition, clin
ical educators had to be actively involved in clinical super
vision of PT students.
To ensure diversity in the recruitment of participants,
the steering group also agreed on the following minimum
diversity inclusion criteria for composition of the voting
group: (1) at least one participant who identified as
a woman and at least one participant who identified as
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Figure 1. Overview of modified Delphi process. This figure provides an overview of the different steps involved in our modified Delphi
process.

a man, (2) at least one native English speaker and one native
French speaker (to represent Canada’s bilingual popula
tion), (3) at least one clinician from public practice and
one clinician from private practice, and (4) at least one
person who self-identifies as a person of color or as
a member of Indigenous or First Nations community.
Modified Delphi Procedures
Anchored in the methodological recommendations for
modified Delphi studies,23,25 the following steps were
completed: (1) generation of the preliminary compe
tency profile, (2) external review of the preliminary
competency profile, (3) stakeholder survey to achieve
consensus, (4) survey analysis and response to partici
pants, and (5) evaluation of process. An overview of the
entire process is presented in Figure 1.
Step 1: Generation of the Preliminary Competency
Profile
The steering group developed the preliminary version of
the competency profile, based on themes from a recent
national workshop that used a nominal group technique
to ask key Canadian stakeholders in pain management
what PTs should be able to do upon completing entrylevel education. These stakeholders included pain educa
tors, people living with pain, and recent PT graduates. In

addition, a literature search and seminal work in the field
were used to generate this preliminary version.16,30,31
Throughout this initial process, the steering group ensured
that all competencies were aligned with the scope of the
profile, while maintaining clarity and limiting redundancy.
Step 2: External Review of the Preliminary
Competency Profile
A group of international leaders in research on pain
education (n = 5) reviewed the preliminary version of
the competency profile to ensure that the content and
scope of the items were consistent with existing
international recommendations and the broader lit
erature on competencies.16,30,31 This expert consult
ing group included members of the task force that
developed the International Association for the Study
of Pain (IASP) Inter-professional Core Competencies
in Pain Management, the task force that developed
the IASP PT Pain Education Curriculum Guidelines,
and a PT faculty that systematically implemented the
IASP PT Pain Education Curriculum Guidelines
within their entry-level education program.
Step 3: Stakeholder Survey to Achieve Consensus
Interested Delphi participants were invited to attend
an online orientation meeting detailing the processes
involved in the Delphi, such as the voting scheme
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and the expected timeline. They were provided with
background information regarding the rationale and
the research supporting the development of the com
petency profile prior to completing the Delphi sur
vey. Any questions were answered at that time and
participants were encouraged to seek clarification via
e-mail if needed. At the start of each round, partici
pants were e-mailed a link to the online Delphi
survey and provided consent before voting. Data
were collected between July and September 2020
using SurveyMonkey (San Mateo, CA).
Voting Process
Delphi participants were asked to anonymously rate
their level of agreement with each competency accord
ing to the following scale: (1) favorable to its inclusion in
the competency profile (green light), (2) favorable to the
inclusion of a revised version (yellow light), or (3) favor
able to removing it from the competency profile (red
light). In addition, participants were asked to rate their
level of agreement with the definition of key concepts
related to the competencies (e.g., social justice or ther
apeutic alliance) using the same scale. They were also
invited to provide a rationale for their response and
suggest potential improvements for each item (i.e., com
petencies or definitions) using an open-text box. Aligned
with Delphi methodology best practices, the threshold
for consensus was defined a priori at ≥75% agreement
across all participants to retain or exclude an item.29,32
We expected this study to require two to four rounds to
reach consensus on all competencies.
Step 4: Survey Analysis and Response to Participants
Following each round, the level of participant agreement
for each item was summarized using frequency counts.
Participants’ open-text responses for items not reaching
consensus were summarized and used to inform the revi
sion of the competency profile within each round. The
steering group had access to the summary of feedback, as
well as the anonymized comments, to enhance rigor and
credibility. The steering group updated the competencies
that did not reach consensus, based on the feedback pro
vided. Participants were provided with an overview of the
votes (i.e., the frequency of green light, yellow light, and red
light votes for each item), as well as a summary of the
feedback received alongside the new version (revised itera
tion) of the items not reaching consensus. Modification of
an item was clearly highlighted within the survey and both
versions of the item were included to allow for comparison.
Steps 3 and 4 were repeated iteratively until all items
reached consensus for inclusion or exclusion, following
which a summary of the changes was circulated alongside
the finalized competency profile.
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Step 5: Evaluation of Process
Participants were asked to complete an anonymous
post-Delphi survey to evaluate satisfaction with the
overall process using a seven-point scale (ranging
from very unsatisfied to very satisfied). In addition,
the survey assessed participants’ interest in using
a similar Delphi process when making future consen
sus decisions related to this topic. Feedback from par
ticipants regarding potential improvements was
sought using open-text comments.

Results
Delphi Participation
A total of 20 participants were recruited, including
representatives from 14 Canadian PT universities
(14/15; 93% of all Canadian entry-level PT programs)
and six clinical educators; predefined diversity criteria
were met (Table 1). One university representative was
unable to participate in this study, being on leave
during the period of data collection. Nonetheless, the
number of participants was within the typical range for
Delphi studies.23,29 All participants completed the two
rounds for item evaluation and answered the evalua
tion survey to provide feedback on the process
(response rate: 100%).

Competency Profile
The Delphi process resulted in the generation and stake
holder endorsement of the Pain Education in
Physiotherapy (PEP) competency profile, which consists
of 15 competencies that delineate the necessary abilities
required to manage pain upon entry to practice (Table 2).
Table 1. Summary of recruited clinical educators.
Characteristics
Practice settings
Private practice
Public practice

Participants (percentage of sample)
3 (50)
3 (50)

Expertise in pain management
Graduate certificate
Clinical specialist
Other training

3 (50)
1 (16.67)
2 (33.33)

Gender
Woman
Man

5 (83.33)
1 (16.67)

Mother tongue
English
French
Other

4 (66,66)
1 (16.67)
1 (16.67)

Self-identifies as indigenous person, racialized person, or visible minority?
Yes
1 (16.67)
No
5 (83.33)
This table provides a summary of the predetermined diversity characteristics
used to recruit clinical educators.
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Table 2. Final version of the PEP competency profile (bolded words are defined in the glossary).
Domain 1: Competencies addressing specific aspects of pain management
Competency 1
Competency 2

Facilitate the development of a therapeutic alliance with the person living with pain.
Perform a comprehensive assessment with the person living with pain that uses appropriate tools and strategies to
explore and evaluate the lived experience of pain, as well as the mechanisms underlying pain and the physical, psychological,
and socioenvironmental factors that influence pain.
Competency 3
Synthesize and interpret assessment findings to develop a pain-related diagnosis and/or classification and to generate
a prognosis.
Competency 4
Develop and implement an individualized treatment plan that is based on the assessment findings and goals of the person
living with pain.
Competency 5
Facilitate appropriate transitions in care for the person living with pain.
Competency 6
Use appropriate tools and strategies to monitor and evaluate the effectiveness of the treatment plan for the person living
with pain and adapt care accordingly.
Competency 7
Collaborate with relevant professionals in a manner that fosters an integrated, patient-centered approach to pain management.
Competency 8
Advocate with, and on behalf of, people living with pain, at the level of the individual, family, and/or care providers, institution,
and community.
Domain 2: Competencies that permeate all aspects of pain management
Competency 9
Competency 10
Competency 11
Competency 12
Competency 13
Competency 14
Competency 15

Use a person-centered approach to pain management that addresses the complex, multidimensional, and subjective nature of
pain.
Support and promote the autonomy of the person living with pain and foster partnership in their care.
Communicate with people living with pain in a way that is tailored to their individual needs and abilities, demonstrates active
listening and empathy, and validates their lived experience.
Make practice decisions that are informed by principles of social justice, inclusiveness, and equity and promote cultural
safety.
Engage in critical self-reflection that fosters continuous professional growth and development.
Integrate best research evidence, clinical expertise, and patient values when making practice decisions.
Use a safe, ethical, and compassionate approach to care.

Glossary
Active listening
Appropriate tools and
strategies
Autonomy
Classification
Communicate
Compassionate
Comprehensive
assessment

Critical self-reflection
Cultural safety
Diagnosis
Empathy
Equity
Ethical
Inclusiveness
Lived experience
Partnership
Person-centered
approach
Person living with pain
Prognosis
Social justice
Therapeutic alliance
Transitions in care
Treatment plan

Active listening involves “placing all of one’s attention and awareness at the disposal of another person, listening with interest
and appreciating without interrupting.”33(p85)
Appropriate tools and strategies are those that are best aligned with research evidence, clinical expertise, and patient values.
Autonomy refers to a person’s capacity to self-govern and make and enact choices that are aligned with one’s values and life
goals.34
Classification refers to identifying the underlying set of mechanisms and/or prognostic factors that are suspected to contribute to
the pain experience and/or recovery.35
Communicate is understood to include oral, nonverbal, and written forms of communication.30
A compassionate approach to care involves recognizing, acknowledging, and working to alleviate suffering.
Comprehensive assessment refers to listening to the pain narrative and conducting a subjective interview and physical
examination. This assessment aims to obtain information about pain-related impairments, activity limitations, participation
restrictions, as well as personal and environmental factors influencing pain, health, and function. Comprehensive assessment
also needs to accurately screen, identify, and triage conditions that require immediate action, that would benefit from
nonurgent referral to other health services, or that would benefit from modifications to the pain management plan.
Critical self-reflection can be used interchangeably with the term “critical reflexivity” and involves examining the assumptions,
beliefs, and values that underpin one’s thinking and practice.36
Cultural safety refers to creating “an environment free of racism and discrimination, where people feel safe when receiving health
care.”37(p1)
Diagnosis refers to a physiotherapy diagnosis, which is defined as “a conclusion about physical function based on a subjective
and objective assessment and analysis by a physiotherapist to investigate the cause or nature of a client’s condition or
problem.”30(p22)Developing a diagnosis may not always be possible and is not required for effective pain management.
Empathy refers to the recognition and understanding of another person’s experience.38
Equity is “the absence of avoidable, unfair, or remediable differences among groups of people.”39(p1)
An ethical approach to care is characterized by actions that align with the core principles of the Canadian Physiotherapy
Association’s Code of Ethical conduct, namely, respect for autonomy, beneficence, least harm, and justice.40
Inclusiveness implies “health services that work for all and are equitable.”41(p139)
Lived experience refers to “personal knowledge about the world gained through direct, first-hand involvement in everyday
events.”42(p1)
Partnership refers to health care providers working in concert with patients and their caregivers to achieve positive experiences
and mutually agreed-upon outcomes.43
Person-centered approach is intended to emphasize the importance of placing the needs of the person living with pain at the
center of pain management.
A person living with pain refers to any person living with any type of pain, for any period of time.
Prognosis refers to the probable course of a person’s health and functional status. Prognosis can evolve over the course of
treatment.
Social justice is the “moral imperative to avoid and remediate unfair distributions of societal disadvantage.”44(p1)
Therapeutic alliance is defined as “a collaborative relationship characterized by a reciprocal trust between the client and the
clinician, as well as the development of mutually agreed-upon goals and interventions.”45(p9)
Transitions in care refers to the transfer of a patient between different settings, health professionals, or health services.
Transitions in care include discharge and linking people living with pain to available resources.
Consistent with a physiotherapy scope of practice, the treatment plan should aim to provide self-management support,46
facilitate engagement in physical activity or other meaningful activities, and support the effective management of pain-related
symptoms.
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Table 3. Summary of final agreement rate (green light vote) for each competency.
Consensus

95%

90%

85%

Competency 1

Competency 5
Competency 12

Competency 2
Competency 6
Competency 9
Competency 13

Competency 7

Competency 3
Competency 4
Competency 10

80%

75%

First round

Second round (for revised items)
Competency 15

Competency 8
Competency 11

Competency 14

This table summarizes the final agreement rate for each competency. Competencies that did not meet the predetermined consensus threshold (75%) for
inclusion or exclusion were modified by the steering group and resubmitted to the voting participants for a second round.

The steering group initially generated a preliminary version
of the competency profile, which consisted of 15 compe
tencies and 17 key concept definitions. Throughout the
external review and the Delphi evaluation process, 5 new
key concept definitions were added to the profile and
existing items were revised to enhance clarity, ensure the
use of adequate terminology (e.g., developing a diagnosis),
and update item phrasing to better align it with the profile
values (e.g., using “assessment with the person” rather than
“assessment of the person” to further demonstrate personcenteredness). By the end of the second round of the Delphi
process, all 15 competencies and 23 key concept definitions
reached the required consensus threshold (75%). Most
competencies (12/15, 80%) reached a high level of endorse
ment (85% and above). A breakdown of the final agreement
rate for each competency and the number of rounds
required for reaching consensus is provided in Table 3.
The competencies can be divided into two different
domains (Table 2), which emerged iteratively during the
generation of the preliminary profile. The first domain is
composed of eight competencies that address specific
aspects of pain management, such as performing
a comprehensive assessment, using appropriate tools and
strategies to monitor progress, or collaborating with rele
vant professionals. The second domain consists of seven
competencies that permeate all aspects of pain manage
ment, such as promoting autonomy, using an ethical
approach to care, or demonstrating active listening and
empathy.

Post-Delphi Evaluation
All 20 participants completed the post-Delphi question
naire. The findings suggest a high level of satisfaction with
the Delphi process, with nearly all respondents feeling very
satisfied (n = 17, 85%) or satisfied (n = 2, 10%) with it. Only
one respondent reported being partially satisfied with the
process. All respondents (n = 20) mentioned they would be
interested in using a similar Delphi process when making
future consensus decisions related to this project.

Responses to the open-ended questions were consistent
with this high level of satisfaction and endorsement.
Several participants stated that the Delphi process was
clearly outlined and easy to follow. Potential improvements
suggested by participants include discussing some of the
modifications with other participants through focus
groups. The clarity of the results and the justification pro
vided when adapting an item led participants to report
feeling included throughout the process. Comments
regarding the final competency profile were encouraging,
although it was highlighted that some competencies lacked
the sufficient granularity to inform specific teaching and
learning strategies, due to the high-level scope of the profile.

Discussion
This study provides a novel contribution to the literature on
pain management education. The purpose of this study was
to generate and gain stakeholder consensus on a pain man
agement competency profile that is specific to the Canadian
PT context. By doing so, this work aimed to address the
identified need to develop core competencies in pain man
agement that are specific to a region (i.e., Canada) and
a profession (i.e., PT) and that could be used to inform
entry-level curriculum design and assessment.
One of the novel aspects of the PEP competency profile
lies in the use of robust and transparent consensus-building
methods to guide the development of this competency
profile. The concept of integrated knowledge translation
research also informed some of the methodological choices,
such as the inclusion of key stakeholders in the research
process.47 Integrated knowledge translation research calls
for involvement of end users in the creation of new knowl
edge and provides a strong foundation to support the
resulting competency profile.47,48 More specifically, colla
borating with people living with pain as active members of
the steering group is likely to have contributed to the
person-centeredness of the PEP competency profile by
building on their lived experiences of pain and key aspects
of care that often remain unaddressed.9–11,49 In addition,
engaging clinical pain educators in the voting process
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helped ensure that the competencies were directly relevant
to real-life settings in addition to their academic pertinence.
The contribution of key stakeholders actively involved in
the topic through their lived experiences of pain and their
practical experience in providing pain management may
have led to the emergence of competencies dedicated to
interpersonal skills (e.g., using adequate communication
strategies or promoting autonomy) that related to all
aspects of pain management. Including people living with
pain in the steering group is an important and novel
improvement on previous work. However, including
a sample of people living with pain as part of the external
review process would have permitted the integration of
a broader range of perspectives (e.g., via national advocacy
groups) and enabled members of this stakeholder group to
serve as external evaluators. Future work related to con
sensus-building processes in pain should consider this
additional level of involvement of people living with pain.
An interesting characteristic of the PEP competency
profile was the emergence of two competency domains
during the generation of the preliminary profile (Table 2).
The first domain delineates competencies that address spe
cific aspects of pain management, such as performing
a comprehensive pain assessment or facilitating appropriate
transitions in care for the person living with pain.
The second domain includes competencies relevant to
more global aspects of pain management, such as using
a person-centered approach and tailored communication
strategies. Each competency in the second domain is
intended to be relevant to the demonstration of competen
cies in the first domain (e.g., using a person-centered
approach and tailored communication strategies while
completing a comprehensive pain assessment).
The second domain may be broad, but we believe it brings
in a novel piece that our stakeholders felt was not addressed
in previous work. Though the ideas captured by this
domain are likely applicable to all approaches of care and
may overlap with the existing Canadian physiotherapy
competency profile,30 they are of particular importance in
the context of pain management. Having a domain dedi
cated to competencies relevant to all aspects of pain man
agement is valuable to facilitate the in-depth development
of these skills, while limiting redundancy by not repeating
each of the interpersonal aspects of care that are vital to each
of the specific aspects of pain management. It is also useful
to facilitate both teaching and evaluation strategies by
emphasizing what common aspects of care can be taught
and assessed in relation to specific aspects of pain
management.
The final version of the PEP competency profile bears
some resemblance with previous work in the field, such as
the IASP curriculum guidelines31 and the European Pain
Federation core curriculum.50 These guidelines describe

curriculum content related to pain management but do
not answer the identified need for high-level competencies
that delineate the required abilities to apply such content
successfully and provide adequate pain management upon
entry to practice. Our work is also similar to the compe
tency profile generated by Fishman and colleagues, which
has a strong interprofessional focus.16 Both competency
profiles advocate for using a multidimensional and personcentered approach to pain management, while considering
the various contextual factors likely to influence access to
and provision of care. In addition, they emphasize the
importance of using adequate tools and strategies in pain
management, as well as including communication compe
tencies such as expressing compassion and empathy.
However, the PEP competency profile further extends the
work from Fishman and colleagues16 as a discipline-specific
resource but also by expanding the breadth and depth of the
competencies included. For example, Fishman’s compe
tency related to empathic and compassionate communica
tion is anchored in the assessment of pain (domain 2,
competency 4), whereas the PEP competency profile frames
these elements in relation to all aspects of care (competen
cies 11 and 15). Similarly, the notion of advocacy is
anchored in the treatment process in Fishman’s profile
(domain 4, competency 5), whereas we included different
contexts for advocacy, such as at the level of the family, care
providers, or institution (competency 8), without anchor
ing them in a specific aspect of care. Though it could be
argued that these differences are the results of having
a different focus (i.e., interprofessional versus PT specific),
the unique structure of the PEP competency profile plays an
important role in this increased depth. More specifically, it
differentiates between competencies addressing specific
aspects of pain management (first domain) and competen
cies relevant to all aspects of pain management (second
domain). This allows competencies such as promoting
autonomy to be explicitly linked to all specific aspects of
pain management without excessive repetitions. To our
knowledge, this is the first time that a competency profile
in pain management includes a stand-alone domain
focused on overarching competencies. This is particularly
relevant because the lack of these competencies (e.g., ade
quate communication, demonstrating empathy, or using
a person-centered approach to care) has been linked with
impaired therapeutic alliance and increased stigma for peo
ple living with pain.9,11,49 Having these competencies
clearly identified in the PEP competency profile holds the
potential to help address them better and improve their
application to clinical practice.
Another strength of the PEP competency profile is its
alignment with how the broader literature defines
competencies.26,27 This is the result of the input from
educational experts, because they helped to ensure that
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the preliminary version of the PEP competency profile was
consistent with the existing literature on competencies. In
addition, the scope of the competency profile was made
explicit to Delphi participants from the beginning, because
the orientation session provided them with the definition of
a competency as “an observable ability of a health profes
sional, integrating multiple components such as knowl
edge, skills, and attitudes”26(p641) and clarified how the
competencies would be anchored in this definition.
Throughout the Delphi process, the steering group ensured
that framing of the competencies was explicitly aligned with
the highest level of Miller’s four-level pyramid of compe
tency assessment (i.e., does). As a result, the final compe
tencies are all located at the does level of Miller’s pyramid,
which describes the situation where the learner has
acquired the desired skill and performs it appropriately in
clinical practice.28 We expect that the PEP competency
profile could be used to inform curriculum guidelines and
detail the competencies located at lower levels. This choice
allowed us to omit competencies from these lower levels of
Miller’s pyramid, as compared to the work from Fishman
and colleagues,16 which included content located on differ
ent levels. For example, the competencies of the first
domain from Fishman and colleagues’ profile detail what
the learner should know rather than the practical applica
tion of the desired knowledge, skills, and attitudes in clinical
settings.
It should be acknowledged that due to our focus on
the does level, some stakeholders have reported wanting
more granularity to inform the practical applications of
the PEP competency profile, such as detailing content
(e.g., best practice recommendations), as well as teach
ing and learning strategies. This feedback is important
and highlights the need for subsequent work around the
practical implementation of the PEP competency profile.
An important next step would therefore be to expand
the PEP competency profile through developing curri
culum guidelines, entrustable professional activities, and
assessment strategies. We also acknowledge that impor
tant barriers to implementing these competencies are
still possible, both at a local program level and at
a national regulatory level, which might impede uptake
of the PEP competency profile. Future work with rele
vant stakeholders (e.g., PT program directors, univer
sity-based pain educators, or national regulators) is
needed to unpack the barriers and facilitators related
to uptake of our competency profile. It is also important
to point out that the protocol for this study was not
registered prior to its implementation. Though this is
not standard practice for Delphi methodology, or for
other consensus-building methods that are unrelated to
hypothesis testing,22–25 preregistration would help
further improve transparency.

9

Conclusion
A national Delphi process that delineates the neces
sary competencies required to manage pain upon
entry to practice was used to achieve consensus on
a novel competency profile specific to the Canadian
PT context. The steering group members and the
review provided by the international leaders in
research on pain education helped create
a preliminary version of the profile, which was sub
sequently refined and endorsed by Delphi partici
pants, which consisted of university-based (n = 14)
and clinical (n = 6) pain educators. The final version
of the PEP competency profile includes 15 compe
tencies, which can be divided into two interdepen
dent domains. The first domain focuses on specific
aspects of pain management, whereas the second
domain details competencies relevant to all aspects
of pain management. Building on this profile, future
research will need to detail the content relevant to
each competency, develop curriculum guidelines for
pain education in Canada, and understand potential
barriers to implementation. The consensus-building
and participatory research methods used in this study
provide a practical example of the processes involved
in the creation and approval of a competency profile
and may be useful to inform future interventions to
improve pain education across health care profes
sions and geographic regions.
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